Objective: To describe associations between unintended weight loss (UWL) and characteristics of nutritional status. Design: A comparative cross-sectional assessment study at 11 sites in Europe. The target population was a stratified random sample of 4,455 recipients of home care (405 in each random sample from 11 urban areas) aged 65 years and older. Measurements: the Resident Assessment Instrument for Home Care, version 2.0. Epidemiological and medical characteristics of clients and service utilisation were recorded in a standardized, comparative manner. UWL was defined as information of 5% or more weight loss in the last 30 days (or 10% or more in the last 180 days). Results: The final sample consisted of 4,010 persons; 74% were female. The mean ages were 80.9 ± 7.5 years (males) and 82.8 ± 7.3 years (females). No associations were found between single diagnoses and UWL, except for cancer. Cancer patients were excluded from further analyses. Persons with a Cognitive Performance Scale value (CPS) > 3 (impaired) had increased risk of UWL (OR = 2.0) compared with those scoring < 3 (less impaired). Only in the oldest group did we find a significant association between UWL and reduction in ADL and IADL functions, comparing those who scored 3 or less with those who scored more than 3 (disabled). A binary logistic regression model explained 26% of UWL: less than one meal/day, reduced appetite, malnutrition, reduced social activity, experiencing a flare-up of a recurrent or chronic problem, and hospitalisation were important indicators. Conclusion: We recommend a regular comprehensive assessment in home care to identify clients with potential risk factors for weight loss and malnutrition, in particular those discharged from hospital, and those with physical dependency or cognitive problems. This study may provide incentives to create tailored preventive strategies.
Introduction
Several studies document the elderly as being especially at risk for undernutrition (1-4). A risk assessment or nutrition screening performed in the home might identify those elderly who require more detailed evaluation (5). Wide ranges of risk factors associated with weight loss and/or undernutrition have been identified. Pirlich & Lochs (6) emphasised (a) medical diagnoses such as heart failure, stroke, cancer, Alzheimer´s, and Parkinson´s disease; (b) psychological factors: social deprivation and loneliness, depression, grief and reduced appetite; and (c) oral problems with chewing or swallowing, dry mouth, and dental problems.
Favourable outcomes were reported with good nutritional status. These included improved health, decreased dependence, and reduced time required to recuperate from illness. On the other hand, undernutrition may lead to severe consequences, including reduced self-care, comorbidity (7), infections (8, 9), hospitalisation, and longer stay after admission (10), in addition to increased mortality (11, 12) . Poulsen (4) stated that simple questions and clinical examinations at admission to hospital could identify relevant risk factors for undernutrition.
Older individuals who receive home care services have already shown signs of frailty, inasmuch as they have declining functional capacity. To avoid unnecessary further loss of function, it is therefore of great clinical importance to find out whether manifest undernutrition or risk of undernutrition is prevalent in this population. The aim of the study was to describe the clients aged ≥ 65 years with unintentional weight loss in home care, at 11 different sites in Europe. We asked the following questions: What is the prevalence of unintended weight loss (UWL) in the homecare population in 11 localities in different European countries? Which characteristics are related to UWL in older individuals? Which are the possible risk factors of UWL that the HC profession can be taught to identify at an early stage of undernutrition in a home-care setting?
Methods

Populations
The data are derived from a large European study with an overall study population of 4,010 persons aged 65 and over. The sample was collected from urban settings in 11 European countries, among clients who were already receiving home-care services at the start of the study. Criteria for inclusion were that
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Measurements
The clients were assessed using the Resident Assessment Instrument for Home Care (RAI-HC) (www.interrai.org) version 2.0, which consists of more than 300 items. The instrument has face validity and has good inter-observer reliability (13, 14) . The instrument was previously translated, back translated, and examined for face validity in the language of each participating country. All the informants had a full comprehensive geriatric assessment. The assessors were taught to use the instrument during home visits in a standardized manner. The RAI-HC manual gave definitions and examples of how to fill out the assessment (15).
In addition to their clinical observation, the assessor talked with the old people and/or their close family and staff. Information was also checked with documentation in the homecare unit.
Sociodemographic
Site, gender, living alone, ages: < 75 vs. > 75.
Formal and informal services
Visiting nurses or home-care nurses ("registered nurses"): nursing procedures and personal care
Home carers: assist the client with ADL functions Home help: home-helpers provide mainly assistance with home services, like traditionally housework.
Hospitalisation in last 90 days: the client stayed overnight at least once.
Emergency unit visit: the client needed acute help, but did not stay overnight.
Emergency at home: the client needed help at home, outside the usual schedule, from the visiting nurse, home caregiver, or home helper one or more days during the prior week.
Informal help input of care time: we dichotomized this, with the median value as the cut-off point. For the weekdays, this was < 3 hours vs. ≥ 3 hours, and for the weekends, <1 hour vs. ≥ 1 hour.
Unintended weight loss, nutritional, oral, and gastrointestinal status (GI)
Weight loss was assessed according to information about UWL of 5% or more in the last 30 days (or 10% or more in the last 180 days). The following items were reported.
Severe malnutrition (cachexia): a disorder of nutrition, it may be due to a deficient diet or deficient diet, food processing or utilization.
Problems with food and fluid consumption: during the 3 days prior to the assessment, (a) the client ate one or fewer meals a day, (b) there was a noticeable decrease in the amount of food the client usually ate or fluids usually consumed, or (c) the client's fluid intake was insufficient (the client did not consume all/almost all usual fluids during the last 3 days).
Swallowing included: problem to swallow solid foods and liquids, use of IV or tube feeding. Oral health included (a) problems chewing or swallowing (e.g., poor mastication, immobile jaw, surgical resection, decreased sensation/motor control, or pain while eating); (b) sensation of the mouth being "dry" when eating a meal; or (c) problems brushing teeth or dentures.
Other indicators of impaired GI-status included (a) reduced appetite, (b) vomiting, (c) constipation, or (d) diarrhoea (during the 3 days prior to the assessment).
Other health and functional status indicators
Pain included, for example, (a) frequency with which client complains or shows evidence of pain; (b) intensity of pain; (c) from client's point of view, pain intensity disrupts usual activities; (d) character of pain; and (e) from client's point of view, medications adequately control pain); as well as falls during the last 90 days, pressure ulcer (i.e., any lesion caused by pressure or shear forces resulting in damage to underlying tissues). Social functioning indicators included (a) reduced social activity, (b) client feels lonely, and (c) client has not been out of the house in the last week.
Health indicators included "Has conditions or diseases that make cognition, ADL, mood, or behaviour patterns unstable (fluctuations, precarious, or deteriorating)" and "Experiencing a flare-up of a recurrent or chronic problem", and "Worsening of vision as compared to status of 90 days ago" were included (15).
Scales for physical function and cognition can be constructed from the 17) . The higher the score, the more disabled the client. For physical functioning, we used an Activity of Daily Living (ADL) index, measuring 8 different functions: mobility in bed, transfer, eating, toilet use, personal hygiene, dressing upper and lower body, locomotion inside and outside home, and bathing. An Instrumental Activity of Daily Living (IADL) index measures 7 different functions: meal preparation, housework, managing medication, managing finance, phone use, shopping and transport. The Cognitive Performance Scale measures the level of cognitive performance; it runs from 0 to 6. The cut-off point of 3 was chosen for all three scales to indicate significant impairment.
For indicators of depression, anxiety and sad mood, we used 9 different characteristics: a feeling of sadness or being depressed, that life is not worth living, that nothing matters; persistent anger with self or others; expressions of what appears to be unrealistic; repetitive health complaints; repetitive anxious complaints; sad, pained, worried facial expressions; recurrent crying, tearfulness; withdrawal from activities of interest; and reduced social inter-action. If one or more of the 9 indicators were exhibited in at least on each of last 3 days, they were coded as risk for depression
Further potential nutritional risk factors included were medications (antipsychotics, antidepressants, and antianxiety/hypnotics) (18), cancer, Parkinson's disease, congestive heart failure and stroke, infections and any psychiatric diagnosis (19, 20, 21, 22) , including Alzheimer's
